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Abstract
There is growing concern in the field of child welfare that a gap in service exists
between youth in need of treatment and those that are receiving it. Authors assert that the
child welfare system is overwhelmed by the number of youth needing care. It has been
stated that service providers cannot accommodate rising levels of mentally ill youth as
financial resources are being cut. Although rates of youth violent crime are disputed in the
literature, it is also proposed that the child welfare system is not designed to accommodate
youth that are severely disturbed and aggressive. 1bis paper reviews research on residential
treatment as the most intensive intervention child welfare has to offer, and questions the
ability of this intervention to appropriately serve youth that require the highest level of care.
Relatively litde data exist documenting the proposed treatment inadequacies, so this
paper uses applied social research to quantify the service gap at one child welfare agency.
Analysis of a database of referred youth identified three populations of youth in the child
welfare system that are most frequendy rejected from residential treatment and left seeking
care: those that are appropriate for residential care but are rejected because there are no
openings in the program; those that are severely disturbed and aggressive and cannot be
safely treated within the traditional residential treatment program; and youth that have
psychiatric needs that surpass those that child welfare is equipped to treat within the
traditional residential treatment program. These populations are consistent with reviewed
literature asserting that there is a gap in treatment to large numbers of troubled youth that
need care.
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Introduction
"I see nothing at all wrong with trying to save the world"
The Sociological Imagination, C. Wright Jvfills
C. Wright Mills developed a perspective on sociology that is intervening, political and
strives to change the hardships that arise from social life. He states that "it is the political
task of the social scientist... continually to translate personal troubles into public issues and
public issues into the terms of their human meaning for a variety of individuals" (Mills,
2000).
When personal troubles are experienced by many people, it has the potential to be
construed as a social problem. Sociologists have long dominated the study of social
problems, which are defined as "an alleged situation that is incompatible with the values of a
significant number of people who agree that action is needed to alter the situation"
(Rubington & Weinberg, 1995).
Several authors have alleged that there is a crisis occurring in the nation's child
welfare system. This system is designed to fulfill the socially valued role of serving and
protecting troubled youth. Many of these authors are calling for research as an important
first step in moving toward action in order to facilitate social change and rectify "service
deprivation and system neglect" (Whittaker, 2000) for certain populations of youth in child
welfare. As a potential social problem, gaps in service to young people is an issue that
warrants further investigation through applied social research.
Research has important implications for service delivery and practice (Garland,
Hough, McCabe, Wood & Aarons, 2001). Practitioners and administrators must be able to
identify changing elements in the field so they may respond accordingly. Research and data
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should be used as a change agent in order to initiate and direct modifications in the current
system, as well as monitor the success of attempts to improve Oamieson & Bodonyi, 1999).
This thesis reviews literature pertinent to the hypothesized gap in service to youth in
the child welfare system and discusses the relative lack of research on the topic. In an effort
to better understand the impact this social problem, this project strives to supplement
scholarly research by translating the impact of this public issue into terms of human
experience at one child caring agency. It is further hoped that analyzing and quantifying this
problem may also serve as the impetus for change, and allow agency and system
administrators to make informed and educated, data-driven decisions about what change is
necessary to alleviate (or ease) this social problem.
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Residential Treatment in the Child Welfare System
Child we!fare and service providers
The child welfare system was designed to support, supplement or substitute parental
care for families that need assistance to establish a safe environment that is conducive to
healthy development for children (Costin, Bell & Downs, 1994). Today, mental and
emotional problems affecting children range from temporary adjustment problems to serious
diagnosable mental illnesses (Gustavsson & Segal, 1994) that require therapeutic intervention
in order to stabilize the child so that they might be healthy and productive members of
society.
What was once a system of custodial care to protect children from abuse has evolved
into a continuum of care in order to improve the delivery of mental health services
(Handwerk, Friman, Mott & Stairs, 1998). This continuum offers a range of services of
varying intensity to provide comprehensive care for children and families with differing
levels of need for intervention (Coston, Bell & Downs, 1994; Handwerk, Friman, Mott &
Stairs, 1998).
The child welfare continuum of care is comprised of three different levels of
programs that vary in their level of restrictiveness (Stein, 1995), and can be classified as one
of three types of services (Costin, Bell & Downs, 1994). Restrictiveness of placement refers
to "limitation concerning the family's contact, normal day-to-day activities, personal choices,
independence of movement, contact with other environments, and peer interactions"
(Handwerk, Friman, Mott & Stairs, 1998). The goal is always to place a child in the least
restrictive setting necessary to meet their needs and the needs of their family (Chamalian,
2001).
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(1) The first and least restrictive level is that of the natural family with services;
including outpatient counseling, education, or therapy, and in-home services like case
management or crisis intervention (Stein, 1995). The purpose of these types of supportive
services is to assist parents in providing for their children (Costin, Bell & Downs, 1994). (2)
Temporary out-of-home placement includes respite, shelters, diagnostic units or juvenile
detention (Stein, 1995), and are used as supplemental services to compensate for parental
inadequacies in child care and facilitating healthy development (Costin, Bell & Downs,
1994). (3) Long-term out-of-home placement such as adoption, foster care, group homes,
residential treatment, hospitalization or corrections (Stein, 1995) serve as substitute services,
replacing parents with other caregivers (Costin, Bell & Downs, 1994).
Service providers within the child welfare system can be public agencies, voluntary
organizations, or proprietary businesses. Public child welfare agencies are administered by
the state or county government. Voluntary child welfare services are "philanthropic"
organizations that are supervised by a civilian board of directors. Proprietary child welfare
services are for profit commercial operations (Costin, Bell & Downs, 1994; Whittaker, 2000).
Officials in the child welfare system are making a fundamental assumption about
youth is substitute care. They are, in effect, saying that the state can provide an environment
that is more conducive to healthy development than the natural home of the child. Many of
these youth have special needs that require treatment, and the state has taken the
responsibility of caring for the child and servicing those needs. For this reason in particular,
it is important that the child welfare system provide the best care possible. Substitute care in
the form of residential treatment facilities for the behaviorally or emotionally disturbed
children and adolescents in private, voluntary organizations is the main focus of this paper.
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Focusing on residential treatment
Group homes, psychiatric hospitals, and public and private mental health institutions
or residential treatment centers are three general types of residential treatment facilities for
children and adolescents (Smollar & Condelli, 1990; Whittaker, 2000). Various types of
group care programs share common characteristics, although they are designed to meet
different needs and serve different populations. Administration by child welfare and social
services, mental health or juvenile justice distinguishes residential programs from one
another (Stein, 1995). This paper will focus on residential treatment centers located within
the child and social welfare administration after clarifying the distinction between other types
of residential treatment programs.
Juvenile correctional facilities aren't necessarily treatment-oriented, although
counseling and educational services are generally provided. They are extremely restrictive
and regimented and require that a child be convicted in juvenile court of what would be a
crime if committed by an adult. The duration of confinement is determined by the juvenile
justice court irrespective of youth progress (Stein, 1995).
Psychiatric hospitals are administered by mental health, and used to treat specific
psychiatric disorders. The use of the most intensive intervention, locked units, powerful
physical control capabilities and pharmacotherapy make psychiatric hospitals the most
restrictive residential placement (Stein, 1995). Short-term inpatient treatment is coupled with
extensive ongoing care on an outpatient basis (Smollar & Condelli, 1990).
Group homes were developed in an effort to deinstitutionalize mental health
treatment and serve clients with emotional disturbances or social maladjustments in a less
institutional, more home-like setting (Smollar & Condelli, 1990). They are less restrictive
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than residential treatment and located in the community to utilize community resources,
including public schools (Stein, 1995).
Public and private mental institutions or residential treatment centers treat clients
who are violent or severely mentally ill, as well as those who have been diagnosed as
emotionally disturbed or socially maladjusted (Smollar & Condelli, 1990). Duration of
treatment, or length of stay, can range from several months to a number of years (Lyman &
Campbell, 1996). Residential treatment centers are centrally located on a "campus" that
contains separate functional living units, often called cottages, housing up to fifteen clients.
Houseparents or child care workers provide care and supervision while specially trained
treatment staff work with youth in the program. Staff adhere to comprehensive procedures
that are developed from a particular treatment philosophy (Lyman & Campbell, 1996).
Substitute care services have several unique benefits compared to other types of
treatment. Residential programs create a controlled therapeutic environment providing 24-
hour treatment using everyday living as a therapeutic tool (Stein, 1995). This insulates the
client from counter-therapeutic influences of their home community and maximizes
therapeutic contact (Lyman & Campbell, 1996). Accessibility of staff to child facilitates
diagnosis, observation and treatment (Stein, 1995) and offers the child access to skilled
professionals (Lyman & Campbell, 1996). Consistent routine contributes to sense of
stability and regularity, which is often the opposite of the child's natural disorganized home
environment (Lyman & Campbell, 1996).
Treatment in a group environment also has certain pragmatic strengths. Peer groups
within the institution provide an opportunity for interaction with others who share similar
experiences. Resources can often be retrieved with greater efficiency for a group of children
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with the same special needs that might not be available on an individual basis (Stein, 1995).
Removing emotionally disturbed youth from their home and placing them in residential care
may also have a protective effect for both the child and the community (Lyman & Campbell,
1996).
However residential group care is not without drawbacks. It is highly invasive and
disruptive to the child's natural environment and results in changing virtually every aspect of
their life (Lyman & Campbell, 1996). Furthermore, residential placements can be isolated
from the community and relationships outside of the group unless opportunities are made
available outside of the facility (Stein, 1995).
Visitation of clients in residential treatment can be difficult for family members with
travel issues or who have negative perceptions of the organization or environment (Stein,
1995). There are also other potentially detrimental effects on the family, including the
connotation of family failure (Smollar & Condelli, 1990), and disengagement of the client
from the family, which can make reunification more difficult (Lyman & Campbell, 1996).
Other problems stem from the nature of group care in general. Treatment may be
depersonalized due to difficulty in providing intimate, personal attention amongst a group of
other needy clients. Presence of deviant peers may compete with the staff for power and
influence over client behavior (Stein, 1995) or clients could potentially learn dysfunctional
behaviors from other troubled youth in treatment with them (Lyman & Campbell, 1996).
It is also possible that placement in residential care can be harmful for the client by
producing "institutionalized and overly dependent behavior in children" (Lyman &
Campbell, 1996, pi). Furthermore, out-of-home placement carries with it a label of mentally
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ill or emotionally disturbed (Smollar & Condelli, 1990) that can be manifested in a stigma
imposed by the rest of society (Lyman & Campbell, 1996; McCarthy, 2000).
These concerns about group care, coupled with the fact that residential treatment is
one of the most restrictive and expensive forms of service (Landsman, Groza, Tyler &
Malone, 2001; Smollar & Condelli, 1990; Whittaker, 2000), have often lead to its being
targeted as the source of problems in child welfare, rather than one of the possible solutions
(Whittaker & Pfeiffer, 1994). Residential treatment has also been criticized as an over-
utilized option for children who are in need of out-of-home placement (Malucio &
Anderson, 2000; Whittaker, 2000). As public policy shifts to favor less costly community-
based programs, residential treatment centers are more frequently being used as the last
resort, leaving residential treatment to serve the most severe youth in the child welfare
system (Stein, 1995; Yelton, 1993).
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Clients Served
Up to 80% of youth in child welfare have clinically significant behavior, emotional
and/or developmental problems (Oswald, Cohen, Best, Jenson & Lyons, 2001). Residential
treatment is designed to treat emotional disturbance, which includes externalizing behavioral
disorders and internalizing or emotional disorders (Liao, Manteufel, Paulic & Sondheimer,
2001). Half of the Oswald, Cohen, Best, Jenson and Lyons (2001) sample of 270
emotionally or behaviorally disturbed youth had serious caregiver problems in their home
environment. In a study of very difficult adolescents, 61 % stated that family conflict was
their greatest stressor, and stress factors within the family home were far higher than for the
general population (Bullock, Little, & Milham, 1998). Youth with emotional and behavioral
problems have likely experienced trauma early in their lives, poor functioning at home, in
school or with peers, low self-esteem and negative self concept, and multiple disorders
(Bums & Hoagwood, 2002). For these reasons, it is not surprising to note that youth in the
child welfare system - youth who have been removed from unstable and unhealthy homes -
are troubled and in need of treatment.
Mental illness ciffecting children andyouth
Mental illness is defined by the medical community as "abnornial behavior or
disturbing feelings, thoughts or actions that interfere with everyday functioning" (Current
Events, 2001). The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition
(QSM-IV), is the tool published by the American Psychiatric Association to be used by
mental health and human service professionals to diagnose clients with mental disorders
(1994). Oppositional Defiant Disorder and Conduct Disorder are two frequendy diagnosed
behavioral disorders, and Adjustment Disorder and Depressive Disorders are two emotional
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disorders. Youth in residential treatment are often afflicted with these disorders, each of
which are briefly described here using the DSM-IV description and diagnostic criteria.
Conduct Disordered (CD) adolescents repeatedly and persistendy break societal rules
and norms, and violate the rights of others. Diagnostic criteria include aggression to people
and animals, deliberate destruction of property, deceitfulness or theft, and serious violations
of rules. Youth are classified by age of symptom manifestation as childhood-onset type or
adolescent-onset type, and are ranked as to mild, moderate or severe in terms of symptom
severity. The disorder remits before adulthood for the majority of youth, but some continue
to develop additional symptoms and maintain antisocial behavior.
Oppositional Defiant Disorder (ODD) is a pattern of negative, defiant, disobedient
and hostile behavior toward authority figures. Youth with ODD will lose their temper,
argue with adults, defy rules/requests, deliberately annoy people, blame others for their
mistakes, are easily annoyed and often resentful, and can be spiteful and vindictive.
Symptoms often present first in the home, but then generalize to other settings as well. This
disorder is more common in families in which child care is disrupted by changes ill
caregivers and those in which harsh or neglectful child-rearing practices are common.
Adjustment Disorders are emotional or behavioral responses to a specific stressor in
an individual's life. These responses must be clinically significant and more intense than
would be expected in the given context, or provide impairment in social or occupation or
academic functioning. Symptoms are acute if they last less than six months, and chronic if
they are due to a continuous stressor. Associated features are an increased risk of suicide
attempts, and this disorder can be classified as subtypes when depressed mood, anxiety,
and!or disturbance of conduct are also present.
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Rates of depression and dysthymia are high and increasing among youth in America
(Burns & Hoagwood, 2002; Embry, 2001). Major Depressive Disorder (MDD) is
characterized by an abnormal depressed mood, increased irritability, and loss of interest and
pleasure in normal activities most of the day nearly every day. Disturbances in activity, sleep
and/or weight, suicidal ideations, increased fatigue and self-reproach, and poor
concentration with indecisiveness are accompanying symptoms. Dysthymic Disorder
incorporates some of the symptoms of MDD and is distinguished by its pervasiveness,
persisting for over a year for children, and over two years for adults.
Referral to residential treatment
Simplistically, children are referred to residential treatment either because there is a
problem with the child, or a problem in the child's home environment (Stein, 1995). Such
environmental problems include youth who are already part of the child welfare system and
move in and out of residential treatment as they need adjustment in level of restrictiveness,
or when the lack of appropriate foster homes necessitates placement in group care.
Involvement in the child welfare system can generally be traced to parental abuse and or
neglect which necessitated removal of the child from the home for their protection (Smollar
& Condelli, 1990). While there are disturbed youth that have safe family environments,
those youth would most likely be served in a different child caring system, like juvenile
justice or mental health.
Problems with the child refer to the severe and uncontrollable behavior problems
that precipitate residential placement. Parents or guardians may seek to place their children
outside the home without using either the juvenile justice or child welfare system. These
tend to be from middle to upper socioeconomic classes and placed in private facilities
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(Smollar & Condelli, 1990). When parents attempt to do this, they are bypassing the
appropriate public agency's gatekeeper function of assessing and regulating children and
families that enter the system and are provided services (Stein, 1995).
Ifparents use the system as it was designed, they would apply for a petition from the
court to have the youth placed under court supervision. These petitions are often called
PINS (person in Need of Supervision) or CHINS (Children in Need of Supervision), and
can be obtained by parents or school officials. The court is then authorized to regulate
youth committing status offenses, which are those that would not be a crime for an adult,
but rather apply only to children (i.e. sexual promiscuity, underage drinking, curfew
violation). When a child is in constant violation of the petition, they can be placed under the
custody of the social service or juvenile justice system. If their behavior is destructive
enough to warrant out-of-home placement, they may be referred to a voluntary residential
treatment facility.
Juvenile delinquents may also be referred to residential treatment in lieu of
incarceration in a juvenile detention facility. Shifting youth from the juvenile justice to the
child welfare system for treatment is becoming more common, particularly for status
offenses. Inappropriate offender behavior is redefined as emotional disturbance, and youth
are referred for treatment in residential treatment centers rather than incarceration in
correctional facilities (Smollar & Condelli, 1990).
Youth that have mental health problems are usually identified in schools when their
behavior problems become unmanageable by their classroom teacher (McCarthy, 2001).
Educational administrators or special education committees can refer children to residential
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treatment if the child is posing problem behavior in the classroom that cannot be curbed
through less invasive programs or procedures (Stein, 1995).
Mental health referrals might come from psychiatric hospitals that provide care that
is too restrictive for the youth, so they can "step-down" the continuum to a less restrictive
placement in a residential treatment facility. Residential treatment facilities are increasingly
caring for children with mental illnesses who need a residential setting (Chamalian, 2001).
In actuality, youth with mental health problems are often served by multiple public
agencies (Garland, Hough, McCabe, Wood & Aarons, 2001). Of a sample of 270
emotionally and behaviorally disturbed children and youth, nearly 57% had multi-system
needs, and required contact with the mental health, juvenile justice and child welfare systems
(Oswald, Cohen, Best, Jenson & Lyons, 2001). It is also common for troubled youth to
experience movement within and between different service systems (Burns & Hoagwood,
2002).
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Service Gaps in Traditional Residential Care
Although the field of child welfare aims to serve and protect vulnerable and troubled
youth, it is criticized in recent literature as being insufficient. Chamalian (2001) describes the
mental health treatment of children as "one of our nation's most serious failings in health
care" and others claim that there are "yawning gaps in the treatment of mental illness among
the nation's children" (Goldberg, 2001). The US Surgeon General asserts that "[mentally ill
children's] emotional, behavioral and developmental needs are not being met by those very
institutions which were explicitly created to take care of them" (Satcher, 2001).
These systemic inadequacies came to national attention when the US Surgeon
General issued a report from the Surgeon General's Listening Session on Children's Mental
Health in January 2001 stating that 14 million kids (Current Events, 2001), or one in ten
children and youth are afflicted with a mental illness to the extent that it causes impairment
for them, and yet less than one in five of these children will receive treatment (Chamalian,
2001; Juvenile Justice, 2001; Klug, 2001; McCarthy, 2001, Satcher, 2001; Thomerson, 2002).
The overall crisis in mental health treatment includes staffing shortages, and a
boomlet in the adolescent population (Goldberg, 2001). Behavioral health programming is
being scaled back as professionals advocate for its expansion (Haugh, 2003). States are
freezing spending or cutting funds for juvenile mental health treatment despite
unprecedented need for services Guvenile Justice Digest, 2002) and growing severity of
mental illness for young people (Van Eys & Dodge, 1999). The result is an increase in the
disparity between youth in need of care and services that are available, and further
enlargement of the service gap for needy individuals.
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The consequences are grave. More teenagers and young adults die from suicide each
year than from cancer, heart disease, AIDS, birth defects, stroke, pneumonia, influenza and
chronic lung disease combined (Thomerson, 2002), and the rate of youth suicide is
increasing (Lester, 1998). This service gap is a social problem that deserves serious attention.
The number of children and families that need services continues to increase
Oamieson & Bodonyi, 1999; Pecora, Seelig, Zirps & Davis, 1996). Likewise, the number of
children requiring residential treatment centers has increased (Landsman, Groza, Tyler &
Malone, 2001). As a result, the child and family welfare service delivery system continues to
be severely stressed (Maluccio, 2000). Residential care providers are operating at capacity
with extensive waiting lists and simply cannot accept more clients (Haugh, 2003).
It is considered best practice to place a child at the least restrictive level necessary to
meet their service needs (Handwerk, Friman, Mott & Stairs, 1998). However, some youth
are being trapped in more restrictive inpatient psychiatric settings because of the lack of less
restrictive treatment options. Most youth stuck in psychiatric hospitals are wards of the
state, and many don't have a suitable home to return to - so they are forced to wait for a
more acceptable placement (Goldberg, 2001).
Psychiatric placement has also been misused as a system of control for aggressive
"acting out" youth (Smollar & Condelli, 1990). However, the scope of this problem is
uncertain. Some authors forecast an increase in the number of violent youth offenders
(Embry, 2001; Gabor, 1999; Juvenile Justice, 2001; Pellegrini, Roundtree, Camagna &
Queirolo, 2000) while several studies indicate that youth violence is actually on the decline
(Doob & Sprott, 1998; Lynch, 2002; Peters & Peters, 1998; Snyder, 1999; Winslow, 1999).
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The impact of violent youth on child serving systems is also unclear. Victims,
witnesses and the police may be more lenient and forgiving toward young people (Gabor,
1999). Juvenile courts were originally designed to use individualized services in an effort to
rehabilitate the offender into mainstream society, so a youthful offender might be more
likely to end up in treatment than incarcerated in a juvenile facility (Young, 2001).
Vander Stoep, Even & Taub (1997) found that youth involved in treatment for
mental health issues are three times more likely than matched youth to be referred to the
juvenile justice system. They suggest that a relatively poor use of social skills in interacting
with police and judges, as well as availability of family and social supports may be
responsible in determining their placement outcome.
Children with emotional problems in each of the different systems are quite similar
(Smollar & Condelli, 1990), and youth in residential treatment tend to served by more than
one public agency (Garland, Hough, McCabe, Wood & Aarons, 2001; Whittaker, 2000) and
probably moved within and between them (Burns & Hoagwood, 2002). Conduct Disorder
and Oppositional Defiant Disorder both contain symptoms of hostility and aggression by
definition (DSM-IV). Depressed children are faced with increased irritability and often react
aggressively and impulsively (Embry, 2001). It should be no surprise that we see these
disorders co-occurring with violent and illegal behavior.
The likely result of this overlap is a mixing of mentally ill youth in the correctional
system, and violent/aggressive youth in the mental health and child welfare systems. Half of
youth in Virginia's juvenile prisons require mental health treatment Guvenile Justice, 1999).
Two thirds of youth in juvenile detention meet criteria for one or more psychiatric disorders
(Kennedy, 2003). The prevalence of these disorders is also high in the child welfare system
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even though it is not specifically designed for this severely disturbed and potentially
aggressive population (Garland, Hough, McCabe, Wood & Aarons, 2001).
In fact, youth with severe emotional disturbance (SED) have been underidentified
and unmet within the traditional child service systems. Two thirds of all SED children did
not receive necessary services, and those that obtained services were treated in an overly
restrictive setting (Rosenblatt, Robertson, Bates & Wood, 1998). SED youth tend to have
multiple needs, and these multi-need children and families challenge the current systems
because their treatment requirements cut across different service agencies. Left unchecked,
these problems will eventually manifest into larger social problems that require national
attention (Gustavsson & Segal, 1994).
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Research Question
Services provided by a voluntary agency have traditionally been related to the special
interests of its sponsoring citizens and the kinds of programs they believe are desirable for a
community (Costin, Bell & Downs, 1994). This "traditional" practice poses a potential
problem because the intuition of administrators and sponsoring citizens may not necessarily
be indicative of the true needs of the population. Service providers cannot assume that what
they have done in the past is appropriate for their increasingly diverse population served at
the present time (Reviere, Berkowitz, Carter & Ferguson, 1996).
When discussing the state of mental health treatment for children and adolescents,
the New York Times cites that "there are children at home getting no services, children in
[child welfare] not getting mental health services, children in the hospital who don't need to
be in [psychiatric treatment], and children in jails and prisons who are there because judges
feel they need some kind of residential care" (cited in Goldberg, 2001). Advocates for child
welfare reform assert that "traditional child welfare services are not comprehensive enough
to meet the social welfare needs of large numbers of today's children, youth and families"
(Costin, Bell & Downs, 1994).
However, research professionals admit that "little hard data exist on the topic"
(Haugh, 2003) and social research is necessary to assess the validity of these claims. This
project seeks to follow the lead of the National Mental Health Association by quantifying
"unmet need" (Goldberg, 2001). By beginning to document how this trend is exhibited at
one child welfare agency, Gateway-Longview, this paper will supplement scholarly research
surrounding the hypothesized service gaps for residential treatment centers.
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Charles Nelson, President and CEO of Gateway-Longview, states that many children
are in need of help but aren't receiving it. According to him, the lucky ones are those that
are fortunate enough get treatment for their problems. This project strives to incorporate
social research to better understand this problem by meeting three objectives. (1)· To
document the extent of a service gap by quantifying youth who are being treated and those
that are not receiving treatment. (2) To compare accepted clients and rejected referrals. (3)
To consider why rejected youth are not appropriate for traditional residential treatment.
A review of the literature suggests that the child welfare system is burdened by two
problems. First, increases in the number of youth referred mean that placement
opportunities are not available for all the youth that need them. Second, traditional
residential treatment programs may not be appropriate for certain populations of severe
youth that are increasingly being found in the child welfare system. Youth with severe
mental health issues that do not necessitate psychiatric hospitalization, yet still require
residential care for mental illness, form a subset of youth that may be inadequately served in
traditional residential treatment. There may also be a severely disturbed and aggressive or
violent population of youth that cannot be treated in traditional residential treatment because
the program is not designed to accommodate them.
The hypothesized· result is that, in accordance with sentiment and literature in the
field of child welfare, clients will be rejected most often because there is not enough space in
the treatment program due to the overwhelming increase in clients needing care. It is further
predicted that youth with severe mental health needs and youth that are overly severe and
aggressive or violent will comprise specific populations that may be experiencing a gap in
se!V1ce.
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Methodology - Organizational Case Study
Introducing Gateway-Longview
Gateway-Longview is a voluntary child welfare organization located in western New
York. Voluntary agencies that provide services for children have a long history in this
country. Many of them began with desire of people to fulfill "neighborly obligations"
(Costin, Bell & Downs, 1994). Like many organizations of its kind, Gateway-Longview was
founded by women of the church to serve as an orphanage for parentless children in 1890.
Today this organization serves almost 900 children and youth in thirteen institutional or
community-based programs, including residential treatment, that have evolved over time to
cover each of the three service categories.
Niagara Day Care provides subsidized day care and early childhood education for
ninety-one children and youth living in the impoverished west-side of Buffalo.
Preventive Respite services are available for up to thirty-five families whose children
are at risk of out-of-home placement into foster or group care. This involves temporarily
placing children in a substitute home and proving case management and support.
The In-Home Respite program provides each client family (serving up to seventy
families) with a mentor who offers support services in the family's home. Twenty-four hour
crisis intervention services are available for emergency use for both of the respite programs.
The Therapeutic Preschool serves forty eight children ages three to four who have
severe emotional, developmental, social or behavior problems. A multi-disciplinary
treatment team assists clients and their parents prepare for public elementary school.
. Gateway-Longview's Day School/Treatment program serves area school districts
within a 45-mile radius. This educational program operates at a the ratio of six youth to one
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teacher to one teacher aide, commonly referred to as 6-1-1, for ninety-five children grades
K-12 that have been removed from the public school system in order to address emotional
or behavior problems that impede their education.
Foster care is provided for up to one hundred fifty three clients ranging in age from
birth to twenty-one years. Children in this program live with a foster family substitute
because their family of origin is unable to appropriately meet their needs.
Therapeutic foster care is available for eighteen clients who are in need of a foster
family and require additional attention for treatment of severe emotional or attachment
difficulties.
Group Homes and Agency Operated Boarding Homes are less restrictive programs
that are located in the community. Twenty male and female clients attend public school
and/or are employed in the community. An increased emphasis is placed on learning skills
necessary to live in the community and developing responsibility for group living.
Youth whose best discharge option from the child welfare system is living
autonomously are served in the Supervised Independent Living Program (SILP). This is the
least restrictive level of care where fourteen clients are engaged in an educational program or
employment in the community while living in Gateway-Longview apartments and attending
educational seminars teaching skills necessary to live independently (budgeting, job
searching, etc.). Clients in this program have a caseworker that tracks their progress and
provides support.
Specialized treatment options are available for parenting teen mothers and their
children. The Mother/baby Transitional Home is a specially equipped group home located
within the community that allows up to three mothers to live with their children in a home
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that is staffed 24-hours a day. These young mothers learn parenting and independent living
skills before moving on to Mother/baby SILP, which provides seven mother/child dyads
the opportunity to live independently with the support and resources of Gateway-
Longview's SILP.
Families United is a voluntary mentoring and case management program that serves
young teenage mothers and significant others in their lives. This program provides support,
counseling and linkage to community programs that can assist young mothers and prevent
negative coping strategies sometimes adopted by this high-risk population.
Residential treatment serves youth ages nine to sixteen "who reqU1!e intensive
treatment services and 24-hour supervision that cannot be provided at a less restrictive level
of care" (Gateway-Longview Clinical Necessity Criteria for Residential Treatment, 2003).
Clients in this program live in cottages on campus and attend Gateway-Longview's Lynde
School where 6-1-1 classes address educational needs. The residential program is the most
restrictive of Gateway-Longview's programs since clients have very little unsupervised
interaction with the community and the living environment is highly structured. Sixty beds
are disbursed throughout two female cottages and three male cottages.
In order to be accepted into care, referred youth must meet requirements specified in
the Gateway-Longview Clinical Necessity Criteria for Residential Treatment (2003), which
include the following:
• Must exhibit behavior that is so self-destructive or antisocial that it precludes
their living at home.
• IQ is 75 or above and the youth's abilities enable them to benefit from treatment
programmmg.
• Youth must be physically able to participate in recreational programming.
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• The family must live within a reasonable distance that allows for effective
programtn11lg.
The Clinical Necessity Criteria also describes reasons why a child might be
inappropriate or unable to be treated in Gateway-Longview's residential program. These
reasons include:
• Youth is addicted to alcohol or drugs.
• Uncontrollable physical or sexual aggression cannot be managed.
• Recent or chronic fire-setting behavior.
• Serious psychiatric disturbance (i.e. psychotic, actively suicidal or experiencing
serious personality disorders)
• Requires 24-hour supervision by medically trained staff
Gateway-Longview Referral Process
Youth in the child welfare system have been placed in the custody of state or county
government who are then responsible for finding an appropriate placement. Potential
clients for the Gateway-Longview residential program are referred by public and private
agencies, or can be voluntary referrals from the child's family. Referrals are sent to the
Intake department from the referring agency that contain information about the child's
presenting problems and outlines their history leading to seeking placement in residential
treatment.
Upon receipt of this documentation, the child's file is reviewed by master's level
Intake Coordinators. The appropriate level of care for youth is generally determined by
assessment of psychiatric symptoms, child functioning and their risk of dangerous behavior
(Oswald, Cohen, Best, Jenson & Lyons, 2001). A subjective assessment of the child's
behavior, circumstances surrounding those behaviors, and how frequendy they occur is
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completed before make an admission decision. Admission decisions are based upon how
well a referred child fits with the treatment program; meaning how effectively the program
can treat the child and whether the youth can benefit from residential care.
Client demographic information is then entered into a referral database along with
information about the referral source and reason for referral. Once a decision is made about
whether or not to accept the youth into care, it is also recorded in the referral database. In
e-the event that the youth is rejected from treatment, a reason is given as to why this is the
case. This referral database contains information pertinent to meeting the three main
objectives of this research study.
Methodology
Secondary archived data was obtained from the existing referral database at
Gateway-Longview. Database records from 3,243 residential referrals received during the
period from January 1998 to December 2002 are analyzed in the present study. These
records were maintained in a Microsoft Access database prior to being transferred into SPSS
version 11 for statistical analyses.
Because data was collected over a period of several years, with a few different data
entry personnel, there were some inconsistencies in the original data. In order to prepare the
data for analysis, it was first grouped into categories established by Gateway-Longview to
describe the characteristics of each referral. Terminology was generally the same, but
different entry techniques made it difficult for analysis without first regrouping variables so
that the same response entered differendy (for example, African-American, AA, African
American) are collected into one response (African American). Each of the variables are
described in the "Organization of Data" section below. After being grouped into these
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categories, data was analyzed to meet the objectives of the thesis. Specific data analysis
techniques are discussed in the "Data Analysis" section below.
Organiifltion ofData
This thesis uses seven variables for analysis. These variables include: age, gender,
race, admission decision, referral source, reason for referral, and reason for rejection. Each
of the possible responses are described here.
Age was determined at the time of referral and entered as a continuous variable. For
the purpose of analysis youth aged 9-12, 13-14, and 15-16 were grouped together to form
three different age groups. Cut off ages were determined roughly based upon their
representation in the sample of referred youth. Any referrals that fell outside of the stated
age restrictions of 9-16 are coded as Out ofAcceptable Range and excluded from analysis.
Gender is coded as either male or female (unsurprisingly). Race is divided into
Caucasian, African American, Hispanic, Native American, Asian, Multi-Racial or missing.
Due to extremely low representation in the total sample, Native American, Asian and Multi-
Racial youth are clustered into an Other category for analysis.
Admission decisions were grouped into one of five categories: (1) Accepted, (2)
Appropriate, (3) Rejected, (4) Withdrawn, or (5) Other. Accepted clients are those that are
deemed appropriate for placement and placed into the Residential Treatment Program. The
appropriate category encompasses youth that are considered to be appropriate for treatment
but aren't placed in Gateway-Longview's program due to lack of available space or some
related reason. Rejected referrals are comprised of youth that are determined to be not
appropriate for Gateway-Longview's Residential Treatment Program. Referrals can be
withdrawn by the referring agency at any point during the referral process, which means that
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the Gateway-Longview does not make an admission decision. These referrals clients are
categorized as Withdrawn, and were considered missing data for statistical analysis along
with those in the Other category.
Referral Sources were divided into one of eight categories: (1) Department of Social
Services, (2) Family Court, (3) Probation, (4) Psychiatric Hospital, (5) Private Agency, (6)
Committee on Special Education, m Office of Child and Family Services, or (8)
Missing/other. The Department of Social Services (DSS) is the county public child welfare
agency. Family Court is a county-wide civil court that exclusively handles cases surrounding
familial units. Probation services are provided for youth that are under supervision of the
court due to criminal behavior. Psychiatric hospitals treat severe mental illness and
psychiatric conditions. Private agencies are other non-public human service agencies.
Committees on Special Education (CSE) are formed for youth who are failing in the public
school system, and are comprised of an interdisciplinary team of professionals (this category
includes all school-related referrals). In New York State, the Office of Child and Family
Services is the statewide public child welfare agency that oversees the county DSS and
regulates voluntary agencies.
Reasons for referral were categorized into one of six categories: (1) Abuse/Neglect,
(2) Juvenile Delinquent, (3) Person in Need of Supervision, (4) Committee on Special
Education, (4) Mental Health, (5) Voluntary or (6) Missing/other. Abuse/Neglect category
includes youth that are referred due to either parental abuse, neglect, or a combination of the
two. Infractions within the criminal justice system lead to Juvenile Delinquent OD) status.
Person in Need of Supervision (PINS) petitions are granted to monitor status offenses. Any
school-related reason for referral is placed in the Committee on Special Education (CSE)
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category for analysis. The Mental Health classification is used for youth whose primary
reason for referral is due to mental illness. Voluntary referrals are obtained from parents or
youth that contact Gateway-Longview without the aide of a usual referral source.
Rejection reasons were grouped into one of fifteen categories as described below:
(1) Age - Gateway-Longview restricts Residential Treatment for clients aged 9 -16.
Youth in this category fall outside the allowable age range.
(2) AWOL - Absent without leave, used to describe youth that are too much of a
flight risk to be secure at Gateway-Longview.
(3) Language Barrier - Referred youth's native language is not English and treatment
would be impeded by lack of verbal communication.
(4) Fire setter - Youth has a history of dangerous, fire-setting behavior.
(5) With child - Referred youth is pregnant or has a child.
(6) Low IQ - Child does not reach minimum IQ level necessary for treatment in the
residential program (IQ=75).
(7) Lower Level of Care GL0C) - Residential treatment is too restrictive for youth in
this category, including those with a medical condition that does not necessarily require
treatment for emotional or behavioral problems.
(8) Not amenable to treatment WArn - Youth are resistant to treatment efforts
and unable or unwilling to comply with treatment recommendations.
(9) Substance Abuse - Problems with drugs and/or alcohol are too severe for
Gateway-Longview, and could require inpatient substance abuse treatment.
(10) Severely disturbed and Aggressive (SDAA) - Includes severe emotional and
behavioral problems and aggression that are beyond the scope of what can be effectively
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treated at Gateway-Longview without endangering the client or others.
(11) Psychiatric - Needs specialized mental health services or psychiatric
hospitalization for treatment of severe mental illness (includes psychotic episodes, suicidal
ideations, extreme personality disorders).
(12) Inadequate facilities - Gateway doesn't have adequate beds, staff, or classroom
space. The group composition may be such that this youth isn't an appropriate fit for the
available beds.
(13) Sexual behavior - Including sexual perpetrators and sexual acting out.
(14) Out of geographic area - Clients are not located within a geographic area that is
conducive to family or home visits necessary for treatment.
(15) CMC Wheel- The Erie County Care Management Coalition is a consortium of
child welfare agencies in western New York. This entity uses a hard-to-place wheel to find
placements for kids that are labeled "hard-to-place". A child that is hard-to-place has been
rejected from three of the local child welfare agencies. The wheel ensures that these youth
are granted a placement by requiring each agency, in turn, to accept a hard-to-place client.
Youth who have CMC Wheel as their reason for rejection are considered "hard-to-place"
and are rejected because it is not Gateway-Longview's turn to take a hard-to-place client.
(16) Other - Reason provided does not closely match any of the aforementioned
reasons for rejection.
Data AnalYsis
One purpose of this project is to describe the population of referred youth. After
variables were sorted into the above described categories, frequency analysis was used to
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describe the entire population of youth being referred to Gateway-Longview's residential
treatment program.
Another goal is to explore the difference in accepted clients, appropriate but rejected
youth and not appropriate and rejected referrals. In order to accomplish this goal, cross tab
analysis was run on all referrals that lie within the acceptable age range of 9-16 that had an
admission decision, using the Pearson Chi-Square as the test of significance.
Results are presented to compare accepted, appropriate and rejected clients on their
demographics, referral source, and reason for referral. This provides an overall description
of accepted vs. appropriate vs. rejected youth by indicating, for example, what percent of
accepted youth are ages 9-12, 13-14, or 15-16.
The rate at which different demographics and referral conditions were found in each
decision condition is also presented. This format allows for comparison of groups based
upon their representation in the sample of referred youth, and provides some insight into
what is the outcome for particular subsets of youth within the sample.
The third objective of this study is to quantify the service gap and provide an
indication as to why potential clients aren't being treated. Frequency analysis of the reason
for rejection variable was used to examine why certain clients are not served in the current
Gateway-Longview Residential Treatment Program. For the purpose of this analysis only,
referrals that are appropriate (but not placed) are included with the rejected referrals because
they are, in fact, being rejected from treatment due to a lack of openings. They are grouped
in the "Inadequate facilities" category.
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Results
During the period from January 1998 to December 2001, Gateway-Longview
entered 3,242 referrals to the residential program into their referral database. Of these youth
seeking placement, 105 were accepted (3.2%), 937 were appropriate but not placed (30.5%),
and 1,533 were rejected (49.9%). Remaining youth were withdrawn and were not given an
admission decision (n=498, 16.2%), or did not have an admission decision listed (n=169,
5.2% of total sample).
Description and comparison ofreferredyouth
Tables 1 through 5 provide descriptive data and cross tab analyses of admission
decision by the categorized variables of age, race, gender, referral source and reason for
referral for those referrals that lie within the acceptable age range of 9-16 years. The reader
should be advised that cross tab analysis excludes any case that has missing data in either of
the two variables, so analyses do not necessarily reflect all of the 2575 referrals that have an
admission decision. Results are presented by variable.
Gender
Table 1 describes the analysis of admission decision by gender (see p32). More
males were referred than females. Females comprised a greater proportion of the accepted
subset as males took the majority of the appropriate and rejected subsets. Females were
accepted and appropriate more frequendy than males, and males were rejected more
frequendy than females.
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Table 1: Analysis of Admission Decision by Gender
Total Accepted Appropriate but Rejected Not Appropriate and Rejected
% % within % within % within % within % within % withinn n gender decision n gender decision n gender decisionGender
Male 1495 59.7% 50 3.3% 48.5% 521 34.8% 55.8% 924 61.8% 62.9%
Female 1010 40.3% 53 5.2% 51.5% 413 40.9% 44.2% 544 53.9% 37.1%
Total 2505 100.0% 103 4.1% 100.0% 934 37.3% 100.0% 1468 58.6% 100.0%
% within gender column indicates the percentage of each gender that fall within each decision condition
% within decision column indicates the percentage of each decision condition that lies within each gender
Pearson Chi-Square=17.702, p=.OOO
Age
Table 2 describes the analysis of admission decision by age group (see page 34). The
sample of referrals is skewed toward the older end of the age restrictions. Youth aged 15-16
were the most frequendy referred and contributed the most referrals to each of the decision
conditions. Older youth were favored in the decision making process with higher rates of
being accepted and appropriate but rejected than those aged 9-12. In fact, younger youth
were rejected over 75% of the time, and only just over 2% were accepted.
Race
Table 3 describes the analysis of admission decision by racial group (see page 35).
Caucasians were most frequendy referred, followed by African Americans. A relatively small
number of youth from other racial groups were referred. African Americans were more
frequendy accepted than any other racial group, and also had the highest rate of acceptance
relative to their total numbers. Caucasians were the largest contributor to the appropriate
group and rejected groups. Hispanics had the highest rate of appropriate referrals. Other
racial groups (Native American, Asian, and Multi-Racial) had the highest rate of rejected, and
lowest rate of acceptance.
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Table 2: Analysis of Admission Decision by Age
Total Accepted A Jpropriate but Rejected Not Appropriate and Rejected
% % within % within % within % within % within % withinn n decision n decision n decisionAge Group age group age group age group
9 - 12 413 16.5% 10 2.4% 9.7% 90 21.8% 9.6% 313 75.8% 21.3%
13 - 14 1004 40.1% 45 4.5% 43.7% 411 40.9% 44.0% 548 54.6% 37.3%
15 - 16 1088 43.4% 48 4.4% 46.6% 433 39.8% 46.4% 607 55.8% 41.3%
Total 2505 100.0% 103 4.1% 100.0% 934 37.3% 100.0% 1468 58.6% 100.0%
% within age group column indicates the percentage of each age group that fall within each decision condition
% within decision column indicates the percentage of each decision condition that lies within each age group
Pearson Chi-Square=60.514, p=.OOO
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Table 3: Analysis of Admission Decision by Race
Total Accepted Appropriate but Rejected Not Appropriate and Rejected
% % within % within % within % within % within % withinn n decision n decision n decisionRacial Group race race race
Caucasian 1157 50.4% 32 2.8% 33.0% 443 38.3% 50.7% 682 58.9% 51.4%
African American 930 40.5% 59 6.3% 60.8% 349 37.5% 40.0% 522 56.1% 39.4%
Hispanic 125 5.4% 4 3.2% 4.1% 53 42.4% 6.1% 68 54.4% 5.1%
Other 84 3.7% 2 2.4% 2.1% 28 33.3% 3.2% 54 64.3% 4.1%
Total 2296 100.0% 97 4.2% 100.0% 873 38.0% 100.0% 1326 57.8% 100.0%
% witbin race column indicates the percentage of each racial group that fall witbin each decision condition
% witbin decision column indicates the percentage of each decision condition that lies witbin each racial group
Pearson Chi-Square=19.475, p=.003
Referral Source
Table 4 describes the analysis of admission decision by referral source (see page 37).
More referrals came from DSS than from any other source, followed by referrals from
Family Court. DSS accounted for about half of each of the decision conditions. Family
Court had a higher proportion of accepted and appropriate referrals than any other referral
source. Probation, CSE and OCFS had no accepted referrals. Family Court had the highest
proportion of appropriate referrals, followed by OCFS. CSE and Probation both has
extremely high rejection rates, while Family Court had the lowest rejection rate of any of the
referral sources.
Reasonfor Referral
Table 5 describes the analysis of admission decision by reason for referral (see page
38). The most frequent reason for referral is violation of a PINS petition. Three quarters of
the accepted population is PINS, and they have the highest acceptance rate. PINS petitions
are also the majority of the appropriate subset, with the highest proportion of appropriate
referral out of any of the decision conditions. Only JD and PINS have rejection rates below
70%, and JDjPINS and CSE had zero accepted referrals. The relationship between reason
for referral is the strongest of any of the comparative admission decision analyses (pearson
Chi-Square=165.009, p=.OOO).
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Table 4: Analysis of Admission Decision by Referral Source
Not Appropriate and
Total Accepted Ap,)topriate but Rejected Rejected
% % within % within % within % within % within % withinn n decision n decision n decisionReferral Source source source source
DSS 1165 47.2% 50 4.3% 50.0% 415 35.6% 44.7% 700 60.1% 48.7%
Family Court 832 33.7% 47 5.6% 47.0% 386 46.4% 41.6% 399 48.0% 27.7%
CSE 145 5.9% 0 0.0% 0.0% 28 19.3% 3.0% 117 80.7% 8.1%
Psychiatric Hospital 135 5.5% 2 1.5% 2.0% 43 31.9% 4.6% 90 66.7% 6.3%
Private Agency 96 3.9% 1 1.0% 1.0% 28 29.2% 3.0% 67 69.8% 4.7%
Probation 68 2.8% 0 0.0% 0.0% 18 26.5% 1.9% 50 73.5% 3.5%
OCFS 25 1.0% 0 0.0% 0.0% 10 40.0% 1.1% 15 60.0% 1.0%
Total 2466 100.0% 100 4.1% 100.0% 928 37.6% 100.0% 1438 58,3% 100.0%
% within source column indicates the percentage of each referral source that fall within each decision condition
% within decision column indicates the percentage of each decision condition that lies within each referral source
Pearson Chi-Square=90.732, p=.OOO
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Table 5: Analysis of Admission Decision by Reason for Referral
Total Accepted Appropriate but Rejected Not Appropriate and Rejected
% % within % within % within % within % within % withinn n decision n decision n decisionReferral Reason reason reason reason
PINS 1335 54.2% 72 5.4% 75.0% 631 47.3% 68.0% 632 47.3% 43.9%
lD 592 24.0% 17 2.9% 17.7% 180 30.4% 19.4% 395 66.7% 27.5%
Mental Health 184 7.5% 2 1.1% 2.1% 46 25.0% 5.0% 136 73.9% 9.5%
CSE 140 5.7% 0 0.0% 0.0% 29 20.7% 3.1% 111 79.3% 7.7%
Abuse/Nep;lect 133 5.4% 2 1.5% 2.1% 26 19.5% 2.8% 105 78.9% 7.3%
Voluntary 60 2.4% 3 5.0% 3.1% 12 20.0% 1.3% 45 75.0% 3.1%
lD/PINS 18 0.7% 0 0.0% 0.0% 4 22.2% 0.4% 14 77.8% 1.0%
Total 2462 100.0% 96 3.9% 100.0% 928 37.7% 100.0% 1438 58.4% 100.0%
% within reason column indicates the percentage of each referral reason that fall within each decision condition
% within decision column indicates the percentage of each decision condition that lies within each reason for referral
Pearson Chi-Square=165.009, p=.OOO
Reason for Rejection
Frequency analysis of reason for rejection was used to quantify how many youth
were rejected and indicate why they are being rejected from care. Table 16 provides the
number of youth as well as the percentage out of all rejected referrals. For this analysis,
those referrals considered appropriate but not placed due to space restrictions are placed in
the "Inadequate facilities" category.
Table 6: Reason for Rejection
N %
Inadequate Facilities 983 40.3
Severely Disturbed/Aggressive 497 20.4
Psychiatric 299 12.2
Age 112 4.6
AWOL 96 3.9
Sexual Behavior 92 3.8
Not Amenable to Treatment 84 3.4
Substance Abuse 84 3.4
Fire setter 70 2.9
LowIQ 42 1.7
With child 34 1.4
Out of Geographic Area 33 1.4
Not turn on CMC Wheel 6 0.2
Language Barrier 5 0.2
Lower Level of Care 4 0.2
Total 2441 100
Referred youth are most frequently rejected because there simply is not enough
room in the program to accommodate them. Severely Disturbed/ Aggressive youth formed
the second largest reason for rejection, followed by youth with acute psychiatric problems.
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Discussion
Applied social research uses the tools of social science to learn more about the world
in which we live in a way that we might be empowered by that knowledge to make
improvements or create change in our selected area of study. This project is a first step in
documenting the extent of the gap by using data from one child welfare agency, and makes
an attempt to address the relative lack of research in the area of inadequacies within the child
welfare system. This project is also an example of how applied social research can be used
to learn more about the target population in order to make programmatic additions or
adjustments to reach youth that are being neglected by the current system of care.
Descriptive Findings
Youth referred to Gateway-Longview's residential treatment program during the
period from January 1998 to December 2001 tended to be more densely concentrated
toward the older end of the age restrictions. More males were referred than females. Racial
demographics were heavily Caucasian and African American. Most referrals came from DSS
and Family court, due to PINS and JD infractions.
Who are the lucky ones?
Admission decisions favored older children, females, African Americans and
Hispanics. Referrals due to PINS and JD, and those that came from DSS and Family Court
were most strongly favored in deciding which referrals are accepted into care.
Youth who were referred by Probation, the Committee on Special Education, and
Office of Child and Family Services, and those that were referred due to Abuse/Neglect or
have who both JD and PINS were not accepted into care. These referrals are dramatically
fewer in number when compared to the more favored referral sources and referral reasons,
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but still raise interesting questions about their appropriateness for residential care, as well as
the ability of residential care to adequately meet the needs of these troubled youth.
Is there a bias in decision making?
Preliminary results of the acceptance and rejection rate analysis lead to concerns
about a bias in decision making, having to do with demographic characteristics rather than
the referral circumstances that should be guiding admission decisions. One would expect
significant differences in admission decision based upon referral source and referral reason,
since these provide a better descriptor of the problems that precipitate placement in
residential care. However, it was surprising to also find significant differences in age, race
and gender since these are more arbitrary conditions that should not factor in to whether or
not a child is accepted or rejected from care.
In order to better understand these differences, subsequent analysis was conducted
usmg a cross tab with Pearson Chi-Square to observe the general distribution of
demographics among referral source and reason for referral. This was followed by a three-
way cross tab that examined the distribution of demographics by admission decision while
controlling for referral source and reason for referral.
The general trend discovered through cross tab analysis of demographics by referral
source was that those groups that are favored in admission decisions (older youth, females,
African Americans and Hispanics) are significantly more likely to be concentrated in those
referral sources and reasons for referral that that have the highest acceptance rates (DSS,
Family Court). Further, those groups that are not favored (younger youth, males, other
races) are more dispersed throughout those sources and referral reasons that are less likely to
be accepted (JD/PINS, CSE) and the oft rejected groups have a higher concentration in
those sources and referral reasons that are less likely to be accepted.
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Demographic variables were run again by admission decision while controlling for
referral source and reason for referral. After controlling for reason for referral and referral
source, most significant differences between demographic categories disappear. The
following are exceptions: within Family Court referrals, females are significandy favored by
accounting for a greater proportion of the accepted, and lesser proportion of the rejected
than males (pearson Chi-Square=6.46, p=.011). DSS referrals contain a significandy higher
proportion of African Americans that are accepted (pearson Chi-Square=11.54, p=.009).
African Americans are also favored when they are referred for a PINS petition, and account
for a significandy larger proportion of the accepted referrals (pearson Chi-Square=9.983,
p=.019). All other differences between demographic groups fail to reach statistical
significance.
Quantifying the set7Jice gap
A total of 2,470 referrals were rejected at one child care agency during a four year
period. Only 105 were accepted and treated.
The numbers are dramatic and staggering, and certainly provide support for the
hypothesized service gap in child welfare. Less than half of rejected youth could not be
accepted because there simply wasn't a place to keep them. Pragmatically, a 60-bed facility
cannot accommodate the nearly one thousand referrals that are appropriate for the program.
This is an indication that the child welfare system is indeed taxed by the number of youth
requiring care, and having difficulty meeting the overwhelming need.
Because of the relative lack of space, the agency must be selective of those that are
accepted in order to maintain optimal fit of treatment to client and client to treatment
without disrupting the other clients. As a result, some of the most troubled youth are turned
away because their needs surpass those that can be effectively treated at a traditional child
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welfare residential treatment facility. Severely disturbed and aggressive youth, and youth
with severe psychiatric disorders are arguably the most difficult to contain and to treat
because of the extreme nature of their disorders. The hypothesized gap in service to these
two populations of youth was supported with the Gateway-Longview referral data since
these youth occupy the second and third most often rejection reasons. Nearly five hundred
youth were rejected because they are severely disturbed and aggressive, and another three
hundred have psychiatric disorders that prevent effective treatment in this setting.
Implications and Recommendations
Using these results as a catalyst for change at Gateway-Longview would include
expanding their residential treatment program to accommodate the largest group of rejected
youth in order to reach more of the youth that require treatment. The same goal could be
accomplished by decreasing the average length of stay for clients in care so that beds become
available for new clients more quickly than they do now. Specialized programming of
facilities for aggressive youth could be incorporated in order to reach the severely disturbed
and aggressive subset. Similarly, securing additional clinical expertise for youth with
psychiatric problems may help address the large number of youth that are rejected because
their psychiatric needs cannot be met.
On a systemic level, these data provide support for hypothesis that there are
particular populations of youth that are not necessarily being appropriately served in the
child welfare system. The most severely troubled youth are being rejected from the most
restrictive and intensive form of intervention that child welfare has to offer. These findings
demonstrate that a large number of youth of youth have needs that necessitate attention
from multiple service systems.
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The National Action Agenda on Children's Mental Health advocates for a more
holistic approach to assessing children's overall health (Chamalian, 2001) that is matched by
several other child caring agencies. "Gaps in service coordination between child welfare and
other child-serving agencies are well documented" (Ross, Conger & Armstrong, 2002).
Differences in goals and lack of coordination between multiple systems creates difficulty in
providing appropriate services for children involved in multiple systems ryanderStoep,
Evens & Taub, 1997), but public agencies that come into contact with mentally ill children
need to collaborate for effective service provision (Goldberg, 2001). There is also a call for
collaboration between voluntary agencies and a system of care model for service delivery
that includes range of residential and community-based services for the child and their family
(Gustavsson & Segal, 1994).
Collaboration of child caring agencies into an effective and comprehensive system is
an ideal that mayor may not be achievable. In the meantime, and at the very least, child
welfare needs to adapt to accommodate to this increasing population of youth with severe
problems. An appealing solution is to draw on the strengths of those child caring systems
that have expertise in dealing with some of these problems experience by youth, namely
juvenile justice and child mental health. The juvenile justice system contains youth that are
convicted of a variety of violent and non-violent criminal activity, so correctional facilities
are designed to contain aggressive behavior and protect other incarcerated youth and the
staff hired to supervise them. Children's psychiatric centers use psychotropic medication
and different forms of therapy to stabilize youth with severe mental health problems. The
child welfare system could incorporate these and other strengths into comprehensive
programming for youth with severe problems that are currendy being rejected from
traditional residential treatment.
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Alternative Explanations
It could be that youth input into the referral database were inappropriately referred
because they did not meet explicit intake criteria that Gateway-Longview sets to facilitate an
optimal client-treatment fit, so rejecting them would provide no new information. In order
to help reduce this potential problem, youth who fell outside of the restricted age range were
excluded from all but the initial descriptive analysis of the entire population of referred
youth. However, regardless of the fit for Gateway-Longview's program in particular, these
are youth in the child welfare system who are seeking placement in a residential facility and a
helpful indicator of what client needs are. Child welfare organizations are challenged to
gather data relevant to their goals, and then to analyze it and relate those facts to practice
Gamieson & Bodonyi, 1999).
Another alternative explanation is that the rejected youth will simply find placement
elsewhere. We can't conclusively infer that these identified populations are not receiving
treatment at another agency without doing a more comprehensive needs assessment that
includes other service providers as well as the public agencies that are referring these youth.
However, we are able to accurately depict how one agency experiences the burden of an
overwhelmed child welfare system that is called upon to treat increasing numbers of more
difficult youth than it has traditionally been expected to.
Strengths and Weaknesses
Perhaps the biggest weakness in analyzing previously collected data is the relative
lack of control over the data collection process. Intake coordinators evaluate youth and
categorize referrals for input into the database, and objective indicators that influence the
selected classification are not included to supplement subjective decisions about the referred
youth. For this reason, it can be unclear about the distinction between clients that are
45
considered to be too severe to be treated in residential. Although there are admission
guidelines of inclusionary and exclusionary criteria, there are few objective standards and
cutoff points.
The project benefited from a large database including four years of collected data.
Information about demographics, referral source and reason for referral provided general
information about characteristics of referred youth while the reason for rejection provides
information specific to the inadequacies of the traditional residential treatment program.
This project takes advantage of the utility of applied social research in answering questions
about social problems and informing the development of social programs.
This project could have been improved with objective, quantitative information
about youth who are referred to the program. Objective ratings of symptom severity,
positive/negative family influence, the youth's range of impairment and what areas of
functioning are disrupted would add to the study by allowing for more sophisticated
statistical analysis.
Suggestionsfor Future Research
One of the most natural follow-up questions to this research project 1S: what
happens to the youth that are rejected? Haugh (2003) suggests' that delaying services places
youth at long term risk, and cites that "without treatment, some kids will probably end up in
jail, on the streets, on drugs - or dead." It is intuitively appealing to suggest that the
behavior problems that cause them to be referred in the first place will either dissipate on
their own or continue and precipitate placement in a more secure placement within the
juvenile/criminal justice system or a more intensive stay in psychiatric or mental health
placements.
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Many of the unanswered questions from this project can be explored with a
systematic needs assessment. Needs are a gap between current state of affairs and the
desired results (Bosworth, 1996). A needs assessment is a valuable tool for identifying where
you are in relation to where you should be (Kaufman, Rojas & Mayer, 1993). Needs
assessments are used to identify what a particular group of people lacks in order to live more
satisfactory lives, and extends beyond data collection or population description. It is a
population-specific, systemically focused, empirically based, and outcome-oriented
assessment of what a population needs and how to close the gap and address those needs.
The applied use of needs assessments informs policy and program development (Reviere,
Berkowitz, Carter & Ferguson, 1996).
The use of informed research and Mill's active and intervening sociology will ideally
enable human service professionals to better understand the needs of their target population
so that they might improve in their efforts to alleviate (or ease) social problems.
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